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During the annual licensure survey conduct at
Pickett Cara and Rehabilitation Ceriter,
Complaints #TN00024393, #TN00J022614,
#TNC023457, #TNOO0Z22481, FTNO0022618,
, #TNQ0023372, and #TA00022900 were
" investigated and no deficiencies were cited under
. Chapter 1200-8-6, Stardards for Nursing Homes. !
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